Dr. BURNETT, in reply, thanked the President and the Section for the kind way in which they had received his communication. He could not say what means were used by Gottschalk for the recognition of urea in his case, as such were not stated in the German publication, but the finding of the lanugo hairs between the epithefial cells was in itself sufficient proof of Gottschalk's contention that he was dealing with liquor amnii. In reply to several members who expressed their experience of cases of " hydrorrhaea" that had gone to "full term," Dr. Burnett quoted Gottschalk's statementviz., " Of all cases hitherto observed, not a single one has reached the normal end of pregnancy "-obviously referring to the cases with escape of liquor amnii. The modern tendency in obstetric literature was to describe cases of hydrorrhcea uteri gravidi under the title of " glandular hyperplasia of the decidua," but this title was surely inapplicable to that class of case illustrated by Gottschalk and the present author, where the lesion was manifestly in the foetal membranes, and not in the decidual glandular tissue. A fresh classification of these cases of hydrorrhea required to be made--viz. (1) cases of excessive glandular activity of the decidua which may have escape of fluid continuing throughout the whole term of pregnancy, and in no way interfering with the normal process of gestation; (2) cases where the lesion is in the ftetal membranes, with escape of liquor amnii, and which invariably fail to reach the normal termination of pregnancy. Dr. Burnett said that he had hoped the discussion of his present communication would have taken more cognizance of the bearing that such cases as the one he had shown might have on the development of "puerperal infection."
An Unusual Case of Rupture of the Uterus.
By RUSSELL ANDREWS, M.D.
MRS. C., aged 32, was admitted into the London Hospital on February 13, about twenty-four hours after the termination of her third laour. Her first two labours, neither of which had been prolonged, were both terminated by forceps. In her third labour the doctor had pulled the head through the brim of the pelvis with forceps with great difficulty. The labour lasted about twelve hours. The doctor said that the "forceps locked easily, but in applying them the uterus appeared to be anteverted, and he had difficulty in getting the head through the brim, nearly pulling his arms off. The child was born alive with the occiput in front-directly afterwards a pendulous mass came down through the vulva." The placenta was removed by hand. No dressing had been applied and no treatment had been adopted. The doctor considered that the uterus was ruptured and that the patient would die. The patient looked extremely ill, greyfaced and anaemic; the pulse was weak, about 130 per minute. The swollen, torn cervix protruded 3 or 4 in. from the vagina. It was very dark in colour, almost black, and smelt offensively. She was anaesthetized, put in the lithotomy position, and the parts very thoroughly cleaned up. Examination showed the following lesions: (1) There was an incomplete rupture of the perineum, with much bruising of the vaginal walls.
(2) The vagina was completely separated from the cervix except for about 3 in. in front and to the right side. (3) The lower uterine segment and cervix were separated from the upper uterine segment except on the right side and in front. (4) The lower uterine segment and cervix were torn through from top to bottonm on the left side. The bladder was not injured. Cleaning up caused free heemorrhage from the torn edge of the vagina and from the lower edge of the upper uterine segment. There was a large quantity of blood in the peritoneal cavity. It seemed to me that the damage was too severe to admit of the possibility of repair, and that if an attempt at repair were mnade the patient would undoubtedly suffer severely from sepsis, as there must be a considerable amount of sloughing, and I decided that vaginal hysterectomy would be the quickest and safest method of treatment. The portion of the vagina which still remained attached to the cervix was cut through. Separation of the bladder from the cervix was not easy from below, so a hand was introduced into the peritoneal cavity behind the uterus and the body was retroverted and brought out by pulling from below and pressure from above. After the right broad ligament and what remained of the left broad ligament had been ligatured and cut through, the bladder was separated from above as in abdominal hysterectomy. The torn left uterine artery could not be found-it had probably curled up in the base of the broad ligament. I should have preferred to have washed out. the lower part of the peritoneal cavity, but thought it unwise to do this as it might start haemorrhage from the left uterine artery. The anterior and posterior peritoneum and the vaginal walls were sewn together and a large drainage-tube was inserted, leading from the peritoneal cavity into the vagina. The perineum was then repaired and the patient returned to bed. She had stood the operation only fairly well, the pulse-rate, when she got back to bed, being 136 per minute. She was much troubled by vomiting for the first twenty-four hours, during which time there was incontinence of urine, but by the second day the bladder retained urine normiially. For the first six days there was incontinence of faeces; after this the patient's general condition improved steadily, although the pulse remained at about 120 and the temperature between 100°and 103°F. for a fortnight. For four and a half weeks there was pyrexia, with a pulse-rate of over 100. There was some peroneal paralysis on the right side, which improved slowly. The patient was walking about four and a half weeks after the operation. On examnination of the uterus, which is shown, it is not easy to make out exactly what has happened, but the drawing and diagramii will, I hope, show how the uterus should be "reconstructed."
The explanation of this unusual injury to the uterus nlust be that one blade of the forceps, if not both, was applied outside the uterus, the cervix and part of the lower uterine segment being pulled away with the head by main force. When it is remembered that this damaige was done without an anesthetic, and that no treatmiient of any kind was adopted for nearly twenty-four hours, it is remarkable that the patient did not succumb to shock and heemorrhage.
Cases of rupture of the uterus during delivery are still, unfortunately, commllon, but this case seemed to me to be sufficiently unusual to warrant miiy bringing it before the Section.
Dr. ANDREWS, in replying on the discussion which followed, said that he thought the Members might be interested to hear the story of a specimen that was in the London Hospital Museum. Soon after the birth of the placenta the midwife noticed that there was a large mass filling up the vagina. She said that she did not know what it was, but whatever it was it ought not to be there, so she seized it and removed it by pulling and twisting. The patient fainted, and the midwife sent for a doctor, who found that the mass removed was a completely inverted uterus. The vagina was occupied by intestine. As there was practically no hwmorrhage he did not adopt any local treatment except packing in some gauze. The patient made an uninterrupted recovery, and was delivered of another child in little over a year. The explanation of this apparently extraordinary event is found on examination of the inverted uterus that had been removed, which shows that it was the left half of a, double uterus; the right side of it is smooth and has no structures projecting from it, while on the left side are seen Fallopian tube, ovarian vessels and part of the uterine artery. The specimen is No. 2113 in the Catalogue.
